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An unannounced Life Safety Code Survey was
conducted at Christian Health Care Center, :;
Lynden, Washington, on July 25, 2013 by staff | j !
from the Washington State Patrol, Fire Protection

Bureau, Oak Harbor Detachment. The 2000
existing edition of the Life Safety Code was
utilized for the survey in accordance to 42 CFR
483.70: Reguirements for Long Term Care.

The LTC 142 bed facility with a census of 125,
consisted of a Type V-111, 1 story structure, built
i 2000 which has no basement. The facility is i
fully sprinkled with an automatic fire alarm system
in place. Exit discharge points are to grade and '
 have an all weather surface and lead to a public
way.

A Federal Life Safety Survey was conducted July
28, 2013, The Administrator as well as members
of the Maintenance Staff accompanied the
Deputy State Fire Marshal throughout the facility

: tour and paperwork vetification from 9:30 AM to

. 1:00 PM. While conducting the survey on July
25, 2013, no federal deficiencies were found.

The facility is in compliance with the Life Safety
| Code 2000 Edition as ado__?ted by CM.5.

Yt VA

Deputy State Fire Marshal
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Any deficiency statement ending witfgq zjm asterisk (") denotes a deficiency which the institution may be excused from correcting providing it \s deter}hined that
other safeguards provide sufficient prétection to the patients. (See instructions.) Except for aursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homnes, the above findings and plans of correction are disciosable 14
days following the date these documents are made available to the facilty, i deficiencies are cited, an approved plan of correction fs requisite to continued
program participation.
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